A Caucasian female infant, weighing 2-8 kg, was born by normal delivery after an uneventful pregnancy, at 38 weeks' gestation. Cyanosis was noted at birth and the child was followed up as (Fig. 1) clearly showed a single narrow jet of contrast medium from the left ventricle into the coronary sinus, with no opacification of coronary arteries. In the films taken with the frontal camera, the orifice of the coronary sinus was seen to be greatly enlarged, yet only one-third the maximum diameter of the coronary sinus.
In August 1979 the child underwent complete repair on cardiopulmonary bypass because of increasing dyspnoea and cyanosis, using cardioplegic arrest with St. Thomas' solution' for 125 minutes, the temperature of the heart being lowered to 120C. The preoperative diagnosis was confirmed. In particular, the coronary sinus was grossly dilated, measuring from outside 6 x 4 cm. The presence of the fistula (Fig. 2) From the interior of the left ventricle, the orifice of the fistula was not immediately visible. A prominent trabecula ran from the origin of the mural cusp of th-e htitral valve diagonally between the two papillary muscles. At the mitral annulus this was closely related to the posteromedial papillary muscle, but it ran diagonally toward the apex so as to lie adjacent to the origin of the anterolateral papillary muscle. On probing behind this tabecula, it was found to be free running, though 1 cm thick. On dividing the trabecular the orifice of the fistula was found as a 1 mm opening in a narrow endothelial lined sheet of fibrous tissue which held together the adjacent trabeculae of ventricular myocardium Discussion Congenital anomalies of the coronary sinus are frequently encountered during the surgical correction of complex congenital heart lesions, though the coronary sinus itself is seldom the site of an isolated anomaly.2 An excellent review of the subject by Mantini and colleagues3 includes a category of enlargement of the coronary sinus resulting from a high pressure left-to-right shunt into it, but this was always the result of a coronary artery-coronary sinus fistula. In one case with aortic atresia, myocardial sinusoids provided a route whereby left ventricular blood could reach the coronary sinus via the coronary arteries, but neither they nor, as far as we can determine, anyone else have described a direct congenital fistula between the two chambers. There are two reports of traumatic left ventricular to coronary sinus fistula,4 5 but this aetiology can be discounted in this patient as, in retrospect, the fistula was obvious on the angiocardiograms taken before her first operation. The diagnosis was not suspected before cardiac catheterisation, but the first clue was a capacious coronary sinus with an oxygen saturation in excess of that in the right atrium. Oblique angiocardiograms with craniocaudal tilt" I provided particularly good visualisation of the fistula on injection into the left ventricle, and the fact that the fistula ran into the coronary sinus was confirmed by comparison of this angiocardiogram with that obtained by injection into the coronary sinus.
We were unable to explain the death at operation. 
